Introduction {#sec1_1}
============

Foreign body ingestion in adults passes through the gastrointestinal (GI) tract uneventfully within a week in 80% of cases, and \<1% of patients develop complications including visceral wall perforation \[[@B1], [@B2], [@B3]\]. Long, narrow, or pointed foreign bodies can be associated with a higher risk of impaction, as well as complications such as perforation \[[@B4]\].

Intra-abdominal foreign body perforations of the GI tract have been reported in all segments; most frequently, in regions of acute angulation such as the rectosigmoid or the ileocecum, or proximally to a site of pathologic narrowing or obstruction \[[@B1], [@B5]\].

Foreign body perforation of the GI tract has a wide spectrum of clinical presentations, which can be either acute or chronic \[[@B6]\]. In the former, GI perforation secondary to foreign body ingestion may present as odynophagia or abdominal pain. However, perforations of the stomach, duodenum and large bowel, due to their thicker mucosal walls, may present in a more insidious manner, including hemorrhage, appendicitis, bowel obstruction and even ureteric colic \[[@B7], [@B8], [@B9], [@B10]\]. With these varied and nonspecific clinical presentations it is not surprising that a definite preoperative diagnosis is rare \[[@B6]\].

The types of accidentally ingested foreign bodies directly depend on dietary habits and vary according to the country, age, and cognitive status of the patient \[[@B1]\]. Gastric perforation secondary to the ingestion of fish or chicken bones and shell fragments have been generally reported, but only a few cases caused by rabbit bone fragments are known \[[@B11], [@B12]\].

We report the case of a gastric perforation caused by the ingestion of a rabbit bone fragment to raise awareness of a rare but potential cause of GI lesion.

Case Presentation {#sec1_2}
=================

A 59-year-old woman was admitted to the emergency department with a 1-month history of nausea and vague, mild epigastric pain. On physical examination, she was conscious with mild pyrexia and an area of tenderness in the epigastric region. Her past medical history was positive for hypertension and eye surgery.

A previous abdominal ultrasonography (US) was unremarkable with the exception of gallbladder gallstones. The patient was treated by her general practitioner with a 10-day course of broad-spectrum antibiotics, with mild benefits. Laboratory investigations revealed raised inflammatory markers (ESR 59 mm/h, WBC 16.09 × 10^3^ μl) with no other main abnormalities. Electrocardiography, performed to exclude myocardial infarction, was normal.

An abdominal US confirmed the presence of gallbladder gallstones, however, without signs of acute cholecystitis (fig. [1](#F1){ref-type="fig"}). The US also revealed the presence of an ill-defined hypoechogenic lesion, next to the gastric antrum (fig. [2](#F2){ref-type="fig"}).

Precontrast and contrast-enhanced computed tomography (CT) scans showed a 4-cm hyperdense linear image surrounded by an ill-defined heterogeneous fluid collection with peripheral enhancement, suggestive of a perigastric abscess with an enclosed foreign body (fig. [3](#F3){ref-type="fig"}).

Explorative laparotomy revealed a bone fragment embedded within a purulent fluid collection between the anterior gastric margin and the abdominal wall. The specimen was removed and sent for histological analysis.

Following the drainage of thick liquid pus material, a gastric discontinuity was noted, and a partial gastrectomy was completed along the greater curvature of the stomach. A cholecystectomy was also performed and a drainage was placed in the sub-liver space.

The postoperative course was smooth and uneventful. The patient was treated with intravenous antibiotics and discharged in good clinical conditions on the 9th postoperative day, with normal blood biochemical examination (WBC 9,300 × 10^3^ μl, HGB 11.8 g/dl).

Histopathological examination of the omental-gastric specimens revealed the presence of an animal bone fragment surrounded by severely inflamed tissue.

During a careful reconstruction of the case history, the patient recalled she had been eating rabbit meat the day before her pain started.

Discussion {#sec1_3}
==========

In the adult population, perforation of the GI tract by ingested foreign bodies is usually secondary to involuntary accidental ingestion and is frequently caused by foreign bodies included in meals \[[@B1]\]. The main predisposing factor for their ingestion is the use of dentures that could reduce the sensory feedback of the palate. Other factors include very young and old age, cognitive impairment, history of psychosis, being fast eaters, and alcohol or drug abuse \[[@B1], [@B2]\].

A foreign body that perforates the wall of the GI tract may take several different possible courses, including lying in the visceral lumen at the site of perforation, or passing through the wall and migrating to a distal organ \[[@B13]\]. For this reason, too, the preoperative diagnosis of stomach perforation caused by ingested foreign bodies tends to be insidious. In fact, the clinical presentation can be elusive because bone fragments can cause omental reactions mimicking tumors, and most patients do not remember the ingestion of specific foreign bodies \[[@B5], [@B7], [@B8]\].

The use of plain radiography for the detection of nonmetallic ingested foreign bodies is unreliable because large soft-tissue masses and fluid can obscure the minimal calcium content of the bone, particularly in altered or obese patients \[[@B6]\]. In addition, because the foreign body is impacted gradually and the perforation is covered with fibrin, it is difficult to find free pneumoperitoneum \[[@B14]\]. Therefore, the use of a CT scan should be preferred and will usually demonstrate a linear calcified lesion surrounded by an area of inflammation \[[@B6]\]. Nevertheless, the accuracy of CT is limited by the lack of observer awareness, and a high index of suspicion must be maintained to reach a correct diagnosis \[[@B6]\].

The types of accidentally ingested foreign bodies vary from country to country and directly depend on dietary habits. Gastric perforation secondary to ingestion of shell fragments and fish or chicken bones have been widely reported \[[@B1]\], but only a few cases caused by rabbit bone fragments are known \[[@B11], [@B12]\]. This low frequency is probably related to the lower worldwide consumption of this type of meat \[[@B15]\].

The ingestion of rabbit bone fragments, even if rarely reported, should not be overlooked as a possible cause of gastric perforation and abscess formation in patients with unexplained abdominal pain, especially in countries, such as Italy, that are reported to have one of the highest consumption rate of rabbit meat per inhabitant \[[@B15]\].
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![Axial ultrasonographic image demonstrates a gallbladder gallstone (black arrow) without signs of acute cholecystitis.](crg-0010-0121-g01){#F1}

![Axial ultrasonographic image shows the presence of an ill-defined hypoechogenic lesion (black arrow) next to the gastric antrum.](crg-0010-0121-g02){#F2}

![Axial pre- and postcontrast CT of the upper abdomen revealing a hyperdense linear image (white arrow) enclosed in an abscess (white arrowheads) in contact with abdominal and gastric walls.](crg-0010-0121-g03){#F3}
